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VA Forms 10-10EZ and 10-10EZR—Application for Health Benefits and Re-

newal Form.

OMB Approved No. 2900-0091
Estimated Burden Avg. 45 min.

Federal law provides criminal penalties, including a fine and/or impri: t for up to 5 years, for concealing a material fact
or making a materially false statement. (See 18 U.S.C. 1001)
2. OTHER NAMES USED 3. MOTHER'S MAIDEN NAME 4. GENDER

O mae [J remae

1. VETERAN'S NAME (Last, First, Middle Name)

5 ARE YOU SPANISH, HISPANIC, OR LATINO? | 6. WHAT IS YOUR RACE? (You may check more than one.) (Wyformation i vequired for statistical purposes only.)
¢ 5 \
D YES D NO D AMERICAN INDIAN OR ALASKA NATIVE D BLACK OR AFRICAN AMERICAN.
D ASIAN D WHITE D NATIVE HAWAIIAN OR OTHER PACIFIC ISLANDER
7. SOCIAL SECURITY NUMBER 9. DATE OF BIRTH (mm/ddlyyyy) 10. RELIGION
8. CLAIM NUMBER 9A. PLACE OF BIRTH (Qity and State)
11. PERMANENT ADDRESS (Street) 1A CITY 118, STATE 11C. 2IP CODE {3 digits)

11D. COUNTY 11E. HOME TELEPHONE NUMBER (Brchude area code) 11F. E-MAIL ADDRESS

11G. CELLULAR TELEPHONE NUMBER (Biclude area cade) 11H. PAGER NUMBER (Thchide area code)

12. TYPE OF BENEFIT(S) APPLIED FOR (You may check more thas one)
[ Heaumiservices  [] nursiNaHome  [] oomiciuary  [] DENTAL

13. IF APPLYING FOR HEALTH SERVICES OR ENROLLMENT, WHICH VA MEDICAL CENTER OR OUTPATIENT CLINIC DO YOU PREFER?

14. DO YOU WANT AN APPOINTMENT WITH A VA DOCTOR OR PROVIDER AS SOON AS ONE BECOMES 15. HAVE YOU BEEN SEENAT AVA HEALTH CARE FACILITY?
AVAILABLE?
[ ves [Ino Tamonly enrolling in case 1 need care in the future. [ ves. Locaion: O wo

16. CURRENT MARITAL STATUS (Check one)
[ warrien [ wevermarreo [ seraraten. [ wiooweo [ ovorcen [ unicnowns

17. NAME, ADDRESS AND RELATIONSHIP OF NEXT OF KIN 17A NEXT OF KIN'S HOME TELEPHONE NUMBER (Tnchide area code)

178. NEXT OF KIN'S WORK TELEPHONE NUMBER (frchude area code)

18. NAME, ADDRESS AND RELATIONSHIP OF EMERGENCY CONTACT 18A EMERGENCY CONTACT'S HOME TELEPHONE NUMBER
(Tnchude area code)

188. EMERGENCY CONTACT'S WORK TELEPHONE NUMBER
(Tnchude area code)

18. INDIVIDUAL TO RECEIVE POSSESSION OF YOUR PERSONAL PROPERTY LEFT ON PREMISES UNDER VA CONTROL AFTER YOUR DEPARTURE OR AT THE TIME OF DEATH, NOTE:
THIS DOES NOT CONSTITUTE A WILL OR TRANSFER OF TITLE  (Checkone)
[ emeraency contacT [J mextoF kN

VA FORM
s 10-10EZ PREVIOUS EDITIONS OF THIS FORM ARE NOT TO BE USED PAGE1
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Department of Veterans Affairs §58.12

VETERAN'S NAME (Last, First, Middie) SOCIAL SECURITY NUMBER
APPLICATION FOR HEALTH BENEFITS, CDntmued
e S St a @A’ \{r\w-\ IC - o 5
1, ARE YOU COVERED BY HEALTH INSURANCE? (nchuding coverage 2 m-mn INSURANCE COMPANY NANE, ADDRE S AND TELEPHONE NUMBER
through a spouse ar anviher person) 3 ves NO

3 NAME OF POLICY HOLDER

4. POLICY NUMBER 5 GROUP CODE
YES | NO
5. ARE YOU ELGIBLE FOR MEDICAD? oo |
55
7.ARE YOU ENROLLED IN MEDICARE HOSPITAL INSURANCE PART A7 3 | [0 |77 EFFECTVE DATE (mmedkdlyyyy)
3 ARE YOU ENROLLED iN MEDICARE HOSPITAL INSURANCE PART 67 [ | [ | EFFECTVEDATE Gty
9. NAME EXACTLY AS 17 APPEARS ON YOUR MEDICARE CARD 10, MEDICARE CLAM NUMBER
11,15 NEED FOR CARE DUE TO ON THE JOB INIURY? (Check one 12,18 NEED FOR CARE DUE TO ACGIDENT? (Check Onej
YES NO YES NO
EMPLOYMENT A COMPANY NAME, ADDRESS AND TELEPHONE NUMBER
smms ck ore)
ok ore) O encme [ woremeioven
Y empiloyed or retived,
complete item 1A O earrome [ renren Pots o redtramient
Byyy)
2 SPOUSE'S EMPLOYMENT 2A COMPANY NAME, ADDRESS AND TELEPHONE NUMBER
STATUS (Check am) o o
FULL TIE NOT EMPLOYED
If employed or retived,
complete item24 [l paxvone [ revwen Date of reirement
(/i

.
1 LAST BRANCH OF SERVICE 1D MILITARY SERVICE NUMBER

2. CHECK YES OR NO YES
A ARE YOU APURPLE HEART AWARD RECPIENT?

<
m
w

E1. ARE YOU RECEIVING DISABILITY RETIREMENT PAY INSTEAD OF
VA COMPENSATION?

F. DO YOU NEED CARE OF CONDITIONS POTENTIALLY RELATED TO
SERVICE IN SW ASIA DURING THE GULF WAR?

NO
|}
0
G WERE YOU EXPOSED TO AGENT ORANGE WHILE SERVING IN
D VETNAM?
a
El

B.ARE YOU A FORMER PRISONER OF WAR? ]
€. DO YOU HAVE A VA SERVICE-CONNECTED RATING? ]

C1JF YES, WHAT 1S YOUR RATED PERCENTAGE? U3 H WERE YOU EXPOSED TO RAD/ATION WHILE IN THE MILITARY?

D DID YOU SERVE IN COMBAT AFTER 11/11/19587 1. DID YOU RECEIVE NOSE AND THROAT RADUM TREATMENTS.

WHILE IN THE MILITARY?

J. DO YOU HAVE A SPINAL CORD INJURY?

ololololola
umnmnn[g

E. WAS YOUR DISCHARGE FROM MLITARY FOR A DISABILITY INCURRED
OR AGGRAVATED IN THE LINE OF DUTY?.

The Paperwork Reduction Act of 1995 requires us to nonfy you that this information collection is in accordance with the
clearance requirements of Section 3507 of the Paperwork Reduction Act of 1995. We may not conduct or sponsor, and
you are not required to respond to, a collection of information unless it displays a valid OMB number. We anticipate that
the time expended by all individuals who must complete this form will average 45 minutes. This includes the time it will
take to read instructions, gather the necessary facts and fill out the form.

Privacy Act Information: VA is asking you to provide the information on this form under 38 U.S.C. Sections 1705,
1710, 1712, and 1722 in order for VA to determine your ehglblllty for medical benefits. Information you supply may be
verified through a prog VA may disclose the information that you put on the form as permitted
by law. VA may make a "routine use" disclosure of the information as outlined in the Privacy Act systems of records
notices and in accordance with the VHA Notice of Privacy Practices. Providing the requested information is voluntary,
but if any or all of the requested information is not provided, it may delay or result in denial of your request for health
care benefits. Failure to furnish the information will not have any effect on any other benefits to which you may be
entitled. If you provide VA your Social Security Number, VA will use it to administer your VA benefits. VA may also

use this information to identify s and persons claiming or receiving VA benefits and their records, and for other
purposes authorized or required by law.
T 10-10EZ PAGE 2
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§58.12 38 CFR Ch. | (7-1-10 Edition)

VETERAN'S NAME (Last, First, Mddle) SOCIAL SECURITY NUMBER

APPLICATION FOR HEALTH BENEFITS, Continued

TION Vi - FINANCIAL DI

D

allows VA to

for care and

for

whether certain veterans will be charged

their eligibi

other services and enrollment priority. Veterans are not required to disclose their financial information; bowever, VA is not currently entolling new.

applicants who decline to provide their financial information unless they have a ;pcclal cligibility factor. Recent combat veterans (e.g., OEF/OIF)

who were discharged withln the past 5 years or were discharged more than 5 years ago and applying for enrollment by Jan. 27, 2011 are

eligible for their information but like other veterans may provide it to establish their el:gﬂmxty for travel

cost- Qee and/or medical care for services unrelated to military experience,

I No, 1 do not wish to provide financial information in Sections VII through X. [understand that VA is not enrolling new iphr.\nlx who do not
provide this information and who do not have a s’pccxal eligibility factor (¢.g., recently discharged combat veteran, compensable service connection,

receipt of VA pension or Medicaid benefits.) If [ am enrolled, [ agree to pay applicable VA copayments. Signand date the form in Section XII.

[ Yes, ng pm\g}o my houschold financial information for last calendar year, Complete applicable sections VII through X . Sign and date the

form

1. SPOUISE'S NAME (Last, First, Middie Name). 2 CHILO'S NAVE (Last, Forsi, e Name)
TA_ SPOUSE 'S MAIDEN NAME 2A CHLD'S RELATIONSHIP TO YOU (Check one)
[ Son ] Daughter [ Stepson [ Stepdaughter
T SSOCAL SE CHID'S SOCAL 3 e
vk}
7C. SPOUSE 'S DATE OF BIRTH (mmyddysy) 0. DATE OF MARRIAGE (mntddyyyy) | 2D. CHILD'S DATE OF BIRTH frim/ddiy)
1E. SPOUSE'S ADDRESS AND TELEPHONE NUMBER (Strees, City, State, ZIP ) 2E. WAS CHILD 'Y AND TOTALLY THE AGE OF 187
Oves [no
2F. IF CHILD IS BETWEEN 18 AND 23 YEARS OF AGE, DID CHILD ATTEND SCHODL LAST
CALENDAR YEAR? [l  [ro
3. IF YOUR SPOUSE. mmmmcmwopmuv& WITH YOU LAST YEAR ENTER 20, EXPENSES PAID BY YOUR DEPENDENT CHID FOR COLLEGE, VOCATIONAL
THE AMOUNT YOU CONT REHABILITATION OR TRANING (6.g., tuition, books, materials)

SPOUSE CHILD 1
1. GROSS ANNUAL INCOME FROM EMPLOYMENT (wages, bormuses, tips, etc) s
EXCLUDING INCOME FROM YOUR FARM. RANCH, PROPERTY OR BUSINESS
2. NET INCOME FROM RANCH, PROPERTY s
3. LIST OTHER INCOME AMOUNTS feg.. Social Security, compensation, pension
interest, dividends), EXCLUDNG WELFARE s

1 mr&wmmewsnsespwmvwmmm (ns nmnjwdoamdmw.mdmw Meddicare, health

insarance, haspital and nursing home) VA will calcutate a desuctible s
2. AMOUNT YOU PAID LAST YOUR SPOUSE OR CHLD {Also enter| &
spsse o childls information in Secsion VIE)

3. AMOUNT YOU PAID LAST CALENDAR YEAR FOR YOUR COLLEGE OR VOCATIONAL EDUCATIONAL EXPENSES (2 .. tuition, books, fees, materials) DO 5§

NOT LIST YOUR DEPENDENTS' EDUCATIONAL EXPENSES.
VETERAN

SPOUS! CHILD
1 anmmmmmu;.mmm: accounts, certificates of sdeposin, s s $
inidvichaal retirement accounts, stocks and bonds)
2. MARKET VALUE OF LAND AND BULDINGS MINUS MORTGAGES AND LENS. (e 5. second homes and | @ $ s
non-income producing property, Do not caunt yowr primary howe.;
2 wuua OF OTHER PROPERTY OR ASSETS yare ¢ ihectabios) MINUS THE AMOUNT
m ON THESE INCLUDE vuus( o bﬂ&k RANCH OR BUSINE S8 ASSETS. Exchudk S $: s

lfyonarcao“ > and Mxrybenemsora\SCvemn(andmg) are not a Former POW, Purple Heart Recipien VA
pensioner) and your house (%r comhmed income and net worth) exceeds the established threshold, this :{ppﬁcmm will be eomxdcr:d for
enrollment, but omy if yon agree (o pay VA for ogyyl ur NSC If your are sucl eran by signing this application
q aw.

you

recover or collect {from my health plan (‘HP) for the asomb)e <l
)dcd wmt 1 hereby authorize payment directly to VA from any HP under

that pmsnanl to
that is responsible for payment ofp the charges for my medical care, including ben

tion
nonsme-comectcd 'VA medical care or services ﬁtmahed or
am covered (including coversge pmvndcd under my spouse’s H]gm‘
otherwise payable to me or my spouss
ALL APPLICANTS MUST SIGN AND DATE THIS FORM, REFER TO INSTRUCTIONS WHICH DEFINE WHO CAN SIGN ON BEHALF OF THE VETERAN.

SIGNATURE OF APPLICANT

DATE

VA FORM
2603

10-10EZ

PAGE 3
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Department of Veterans Affairs

OMB Approved No. 2900-0091
Estimated Burden Avg. 24 min.

HEALTH BENEFITS RENEWAL FORM

; SECTION I - GENERAL INFORMATIO
Federal law provides criminal penalties, including a fine and/or imprisonment for up to 5 years, for concealing a material fact
or making a materially false statement. (See 18 U.S.C. 1001)

\x:_\ Department of Veterans Affairs

1. VETERAN'S NAME (Last, First, Middle Name) 2. OTHER NAMES USED

3. GENDER 4. SOCIAL SECURITY NUMBER 5. DATE OF BIRTH (mm/dd/yyyy)
[T MALE [ FEMALE

6 PERMANENT ADDRESS (Street) A CITY 68 STATE | 6C. ZIP

6D, COUNTY 6E. HOME TELEPHONE NUMBER (Trclude area code) 6F, E-MAIL ADDRESS

6G. CELLULAR TELEPHONE NUMBER (Include area code) 6H. PAGER NUMBER (Tnclude area code)

7 CURRENT MARITAL STATUS (Check one)
[ MARRIED I” NEVERMARRIED [ SEPARATED [T WDOWED [ DIVORCED [ UNKNOWN
8. NAME, ADDRESS AND RELATIONSHIP OF NEXT OF KIN 8A NEXT OF KIN'S HOME TELEPHONE NUMBER (Tnclude area code)

88, NEXT OF KIN'S WORK TELEPHONE NUMBER (Tnclude area code)

9. NAME, ADDRESS AND RELATIONSHIP OF EMERGENCY CONTACT 9A EMERGENCY CONTACT'S HOME TELEPHONE NUMBER (Jnclude area code)

98, EMERGENCY CONTACT'S WORK TELEPHONE NUMBER (Znclude area code)

10, INDIVIDUAL TO RECEIVE POSSESSION OF YOUR PERSONAL PROPERTY LEFT ON PREMISES UNDER VA CONTROL AFTER YOUR DEPARTURE OR AT THE TIME OF DEATH.
Note: This does not constitute a will or transfer of titke. ( Check one) EMERGENCY CONTACT r' NEXT OF KIN

ICE, INCLUDING 2. HEALTH INSURANCE COMPANY NAME, ADDRESS AND TELEPHONE NUMBER

1A EAL OVERAG
THROUGH A SPOUSE OR ANOTHER PERSON? [~ YES [T NO

3.NAME OF POLICY HOLDER

4. POLICY NUMBER 5. GROUP CODE 6. ARE YOU ELIGIBLE FOR MEDICAID?
I~ ves [T noO
7.ARE YOU ENROLLED IN MEDICARE HOSPITAL INSURANCE PART A? 7A. EFFECTIVE DATE (mm/dd/yyyy)
[~ YES ™ NO
8. ARE YOU ENROLLED IN MEDICARE HOSPITAL INSURANCE PART 87 8A EFFECTIVE DATE (mm/dd/yyyy)
[~ YES [~ NO
9. NAME EXACTLY AS [T APPEARS ON YOUR MEDICARE CARD 10. MEDICARE CLAIM NUMBER

1. VETERAN'S EMPLOYMENT 1A, COMPANY NAME, ADDRESS AND TELEPHONE NUMBER

STATUS (check one) [~ runiMe [ NoTEMPLOYED

Yemployed or retired, ) Date of retirement
complete ttam 14 [~ PaRTTIME [~ RETIRED (mmlddyyy)
2 SPOUSE'S EMPLOYMENT 2A. COMPANY NAME, ADDRESS AND TELEPHONE NUMBER
STATUS (check one) [~ ruLtive [ NoT empLOYED
Ifemployed or retirved, 1 T Date of retirement
complete item 24 [ s fiue. [ Rerinet (mm/ddlyyyy)
The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of Seotion 3507 of the

Paperwork Reduction Act of 1995. We may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid OMB
number. We anticipate that the time expended by all individuals who must complete this form will average 24 minutes. This includes the time it will take to read instructions,
gather the necessary facts and fill out the form.

Privacy Act Information: VA is asking you to provide the information on this form under 38 U.S.C. Sections 1710, 1712, and 1722 in order for VA to determine your
eligibility for medical benefits. Information you supply may be verified through a computer-matching program. VA may disclose the information that you put on the form
as permitted by law. VA may make a "routine use” disclosure of the information as outlined in the Privacy Act systems of records notices and in accordance with the VHA
Notice of Privacy Practices. Providing the requested information is voluntary, but if any or all of the requested information is not provided, it may delay or result in denial
of your request for health care benefits. Failure to furnish the information will not have any effect on any other benefits to which you may be entitled If you provide VA
your Social Security Number, VA will use it o administer your VA benefits. VA may also use this information toidentify veterans and persons claiming or receiving VA
benefits and their records, and for other purposes authorized or required by law.

A FORM
wems 10-10EZR Previous editions of this form are not to be used. PAGR L
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§58.12 38 CFR Ch. I (7-1-10 Edition)

VETERAN'S NAME (Last, First, Middle) SOCIAL SECURITY NUMBER

\X:_\ Department of Veterans Affairs

Disclosure allows VA to accurately determine whether certain veterans wxll be »harged copayments for care and medications, their
eligibility for other services and enrollment priority. Veterans are not required to disclose their financial information. Recent combat
veterans (e.g., OEF/OIF) like other veterans may answer YES in Section V and complete Sections VI-IX to have their priority for
enrollment and financial eligibility for cost-free medical care, medications, long-term care and beneficiary travel for treatment of
nonservice-connected conditions assessed.
No, I do not wish to provide financial information in Sections VI through IX. If[ am enrolled, [ agree to pay applicable VA
copayments. Sigr and date the form in Section XI.

[ Yes, Iwill provide my household financial information for last calendar year. Complete applicable Sections VI through [X.
Szgn and date the form in SectmnXl

1. SPOUSE'S NAME (ZLast, First, Middle Name) 2. CHILD'S NAME (Zast, First, M':dtﬂsNams)

1A SPOUSE'S MAIDEN NAME 2A. CHILD'S RELATIONSHIP TO YOU (Check one)

I Son [ Daugnter [ Stepson |  Stepdaughter

1B. SPOUSE'S SOCIAL SECURITY NUMBER 2B. CHILD'S SOCIAL SECURITY NUMBER | 2C. DATE CHILD BECAME YOUR DEPENDENT
(mm/ddlyyyy)
1C.SPOUSE'S DATE OF BIRTH (mm/dd/yyyy) | 1D. DATE OF MARRIAGE (mum/dd/yyyy) | 2D. CHILD'S DATE OF BIRTH (mum/dd/yyyy)
1E SPOUSE'S ADDRESS AND TELEPHONE NUMBER (Street, City, State, ZIP ) 2 WAS CHILD PERMANENTLY AND TOTALLY DISABLED BEFORE THE AGE OF 187
[T YEs [ No
2F_IF CHILD IS BETWEEN 18 AND 23 YEARS OF AGE, DID CHILD ATTEND SCHOOL LAST
CALENDAR YEAR?
. ["ves [~ no
3.IF YOUR SPOUSE OR DEPENDENT CHILD DID NOT LIVE WITH YOU LAST YEAR, ENTER 2G. EXPENSES PAID BY YOUR DEPENDENT CHILD FOR COLLEGE, VOCATIONAL
THE AMOUNT YOU CONTRIBUTED TO THEIR SUPPORT REHABILITATION ORTRAINING (2 g, fuition, books, materials)

SPOUSE § CHILD § $

1. GROSS ANNUAL INCOME FROM EMPLOYMENT (eg., wages, bomuses, 1ps, etc.)
EXCLUDING INCOME FROM YOUR FARM, RANCH, PROPERTY OR BUSINESS. $ $ $

2. NET INCOME FROM YOUR FARM, RANCH, PROPERTY. OR BUSINESS. $ $ $

3. LIST OTHER INCOME AMOUNTS (e.g., Social Security, ‘compensation,
pension interest, dividends). EXCLUDING WELFARE. $ $ $

1. TOTAL NON-REIMBURSED MEDICAL EXPENSES PAID BY YOU OR YOUR SPOUSE LAST CALENDAR YEAR g} & payments for doctors dmmu

medications, Medicare, health insurance, hospital and rursing home) VA will calculate a deducti

may claim.

2 AMOUNT YOU PAID LAST CALENDAR YEAR FOR FUNERAL AND BURIAL EXPENSES FOR YOUR DECEASED SPOUSE OR DEPENDENT CHILD (A0
enter spouse or child's information in Section VT)

 and the net medical expenses you

)

3. AMOUNT YOU PAID LAST CALENDAR YEAR FOR YOUR COLLEGE OR VOCATIONAL EDUCATIONAL EXPENSES (2.g., tuition, books, fees,
materials) DO NOT LIST YOUR DEPENDENTS' EDUCATIONAL EXPENSES.

1. CASH, AMOUNT IN BANK ACCOUNTS (2.8, checking and savings accounss, certificates of
deposis, individual retirement aceoants, stocks and bonds) $ $ i

2. MARKET VALUE OF LAND AND BUILDINGS MINUS MORTGAGES AND LIENS. (g, second

homes and non-income producing property.) DO NOT INCLUDE YOUR PRIMARY HOME. $ $ $
3 VALUE OF OTHER PROPERTY ORASSETS (2.8, art, rare coins, collectables) MINUS THE.
AMOUNT YOU OWE ON THESE ITEMS. INCLUDE VALUE OF FARM, RANCH OR BUSINESS $ 3 v

ASSETS. Exclude household effects and family vehicles.

TF you arc 2 0% SC veteran and do not receive VA manetary benefits or  NSC veteran (and Youars nm a Former POW, Purpl et Recipien or VA pensioner)and your
household income (or combined income and net worth) exceeds the established threshold, this will be but only if you agree to pay VA

copays for treatment of your NSC conditions. If you are such a veteran by signing this application you are agrecing to pay /the applicable VA copays as required by
!

T understand that pursuast fo 38 U.S.C. Section 1729, VA is authorized to recover or collect from my bealth plan (EP) for Charges of nonservice-connected

VA medical care or services furnished or provided to me. Ihereby authorize payment directly to VA from any HP under which I am covered (including coverage provided
under my spouse's HP) that is responsible for payment of the charges for my medical care, including benefits otherwise payable to me or my spouse.

ALL APPLICANTS MUST SIGN AND DATE THIS FORM. REFER TO INSTRUCTIONS ON WHO CAN SIGN ON BEHALF OF THE VETERAN.
SIGNATURE OF APPLICANT DATE (mm/ddjyyyy)

e 10-10EZR PAGE2

[65 FR 981, Jan. 6, 2000, as amended at 74 FR 19439, Apr. 29, 2009]

1042



		Superintendent of Documents
	2014-08-27T15:36:56-0400
	US GPO, Washington, DC 20401
	Superintendent of Documents
	GPO attests that this document has not been altered since it was disseminated by GPO




